of yesterday's experts may have resulted in the enhanced risk of atherogenesis run by our diabetic patients?
This issue of DIABETES CARE includes two articles that are germaine to these questions. Anderson and Ward outline their experience with a high-fiber diet in the treatment of diabetes.
10 They and others 11 " 15 have been finding that such diets may be beneficial for diabetic patients, both in terms of blood glucose control, and control of blood lipids. Yet, if the lipid hypothesis is unproven, the fiber hypothesis is even less well established. And Monnier et al., 16 also in this issue of DIABETES CARE, provide evidence that not all fibers have the same effects, at least in terms of glucose metabolism.
The conclusion I must draw from this is that we have much yet to learn about the complex interrelationships between lipids, diet, fiber, diabetes, and atherogenesis. Personally, I happen to believe both that the lipid hypothesis is correct and that high fiber intake is beneficial. Yet, before we adopt either or both as dogma, I think we should recall again that standard practice for many years called for disproportionate carbohydrate limitation (and hence high fat intake), and, although an attractive approach at the time, it is now viewed as having been a wrong, and even harmful, approach. And at the time, the authorities supported that position. I should also point out that those who advocated liberalizing carbohydrate intake were often severely criticized at that time. Several years ago, those advocating high fiber intake were also often criticized. And, today, we hear criticism of those who advocate megavitamin programs, vegetarian or natural foods, and other unconventional nutritional positions. Let us not cast stones. I would like to start with outlining an ideal situation concerning the relationship between the patient, the primary care physician, and the diabetes specialist. First, all three are highly motivated, very intelligent, and well aware of the needs and the extent of the knowledge and of the ignorance of each other. All three are cooperative.
The patient comes to the primary care physician with his problem: recently discovered insulin-dependent diabetes. The primary care physician immediately refers the patient to the diabetes specialist. The latter is immediately available and remains so day and night for a couple of weeks and thereby starts on a professional but also friendly relationship with a confident and highly motivated patient. The patient was sent to him by a highly motivated primary care physician who is fully aware of what is at stake and fully confident in the reliability of the diabetes specialist. After three weeks, the patient is sent back to his family doctor with full knowledge of diet, insulin, urine-testing, and test-recording; self-adjustment of insulin dosage; awareness of insulin reactions; and complementary knowledge that covers symptoms, causes, prevention, and correction of hypoglycemia, including the proper use of glucagon by some members of his family; and so on. . . .
Clearly, in my country at least, this ideal and idyllic situation does not exist or is, at least, exceedingly rare.
Usually, the patient follows an erratic route from doctor to doctor, hospital to clinic, hypoglycemic shocks to acidotic episodes, until he eventually stumbles onto a reasonable path-sometimes thanks to a friend or to another doctor, sometimes through an advertisement found in a kit of urine reagent informing him of the existence of a national diabetic association, sometimes after years of trial and error. Finally he discovers that diabetes is a serious affair and that the qualified diabetes specialist is the right man in the right place to help him manage his disease. After many pitfalls, silly attempts, and delusions, he will finally reluctantly accept his need to learn the basic rules of his diabetic life.
Why? Why so much time, energy, money, and illusions lost? Because-at least in my country-most doctors (and nurses as well) are inert, inactive, and inefficient.
Why is this so? That is the key problem. Why are so many doctors-and even nurses-not working with the diabetes specialist against the sole enemy: diabetes? (Sometimes they even work against the effort.)
We ought to analyze this failure, this lack of cooperation, in detail. Some reasons might be proposed:
Doctors (and nurses) may say:
• We have no time.
• We have no opportunity, no facilities (a quiet room, for example) particularly in a hospital where the patient unfortunately has been admitted! (The hospital often is not a good place for a diabetic patient, for many reasons, including loss of time, loss of money, an infantilizing system giving no responsibility to and providing no rehabilitation for the patient, cumbersome and timeconsuming examinations that should receive no priority, etc.) • In any case, we think that the patient will be unable to understand, remember, and apply what we teach him.
• We are not convinced that an "educated" patient will do better and will escape later complications.
Doctors (and sometimes nurses) will not say and even will not admit:
• We do not like to teach.
• We are not prepared to teach.
• We do not know exactly what we have to teach.
• We are not even well aware of the extent of our ignorance of the needs of a given patient.
• We do not even know the extent of our own ignorance of diabetes.
• We are unable to translate into simple words what we have so long been used to saying in our sophisticated medical jargon.
• We are unable to translate into day-to-day practice the general principles of treatment.
• We might be unable to answer some of the pertinent questions that our patients will ask.
• In speaking to our patient as an equal, and not as merely a more or less disciplined second-rate citizen, we doctors might lose our image as medicine men who know what to do but do not like to share our authority and knowledge with lay people at the expense of our prestige, or so we think. (This asymmetrical, parent-child type of relationship in fact meets the expectation of many patients who come to the professional as a car owner comes to the garage mechanic, saying: "I hear a noise; will you repair it and do what is needed? It is your job.") • We family doctors are afraid to compete with diabetes specialists and perhaps lose our clients (a situation which occurs frequently in overmedicalized areas such as Belgium).
And even the most teaching-minded doctors have to warn their patients against a naive, "do-it-yourself" attitude toward their disease. Too much independence also can harm.
To me, then, why doctors renounce teaching their patients is clear.
What can we do? Clearly show to our physician colleagues and to other health professionals that:
• the teaching-preaching-brainwashing system of diabetes education is efficacious and rewarding (a reward both for the patient and for the professional); • a well understood doctor-patient relationship will in fact increase the effectiveness of the doctor and the confidence of the patient; and • education is possible and patients are in most cases much more educable and able to be motivated than is usually believed. It is worth trying. Patients can be taught. They should be taught.
